
pustules on the skin as well as from the urethra contained
extracellular, gram-negative diplococci ; pus cells were very
numerous.

The eruption was widely distributed, bilateral and tended
to be symmetrical. The distribution was grouped, although
there were scattered lesions on all parts of the body. There
were groups, several confluent, on the buttocks, thighs, legs,
feet, arms and forearms. The lesions in the beginning were
vesicles or pustules on an erythematous base. After some
of the older lesions had dried up and were brushed off, there
was left a smooth, pink surface underneath. The smallest
lesions measured from 3 to 4 mm. (about % inch) in diame¬
ter; the larger ones were from 2 to 4 cm. (% inch to lVs
inches). The base was raised and covered with a keratin
scale.

Some of the larger lesions presented almost a mussel shell
appearance. About the inner surface of the ankles and
on the soles there were numer-
ous convex pustules with hard
and thickened caps ; these grad¬
ually and slowly became enor¬

mously thickened and kera-
tinized.

The discrete lesions were
convex and cornified, and were
conical, enlarging gradually to
the base. On the soles, espe¬
cially over the ball of the foot,
they became confluent, and
there was an enormous thick¬
ening of the epidermis. The
appearance of these lesions
was very striking, and resem¬
bled no other eruption.

The course of the eruption
was prolonged. After one
month the lesions were crusted,
cornified and yellowish ; at the
end of two months most of the
lesions on the trunk and arms
were completely keratinized
and brushed or scraped off,
leaving pink, smooth skin un¬
derneath.

Lesions on the soles led to
an entire desquamation of the
enormously thickened skin. At
the end of three months the
eruption had healed entirely,
but it was six months before
the arthritis had cleared up,
and the patient had a prolonged
recovery and convalescence.

The diagnosis of the condi¬
tion was : gonorrheal urethri-
tis ; balanitis ; arthritis; myo¬
carditis ; keratodermia blennor-
rhagica.

334 Lowry Building.

Respiratory Symptoms Due to Latent Syphilis.—Syphilis
may ape any disease. Prior to the discovery of the tubercle
bacillus, pulmonary syphilis was believed to be common.

Following Koch's discovery, the reporting of cases of syphilis
of the respiratory tract became quite rare. The experience
at the Henry Phipps Institute has been that symptoms and
physical signs due to latent syphilis cannot be distinguished
in the beginning from those due to pulmonary tuberculosis.
Syphilis is to be suspected as the cause of the trouble: (1) if
the sputum is persistently negative for tubercle bacilli; (2) if
stigmas of syphilis are found (history of miscarriages, noc¬
turnal headaches, tenderness over the sternum, enlargement
of inner end of clavicle, atrophy and induration of testicle,
etc.) ; (3) if the Wassermann reaction is strongly positive;
(4) if there is an amelioration of the symptom following
antisyphilitic treatment.—Bull. Henry Phipps Institute.

"IDEAL CHOLECYSTOTOMY"
A VALUABLE PROCEDURE IN CERTAIN CASES OF

CHOLELITHIASIS

A. MURAT WILLIS, M.D.
Professor of Clinical Surgery, Medical College of Virginia

RICHMOND, VA.

There are cases of gallbladder disease in which diag-nosis is simple and operative treatment generally suc-
cessful. When a history of recurring attacks of colic,
often associated with fever and jaundice, is obtainable;
when the physical examination reveals a tumor or
localized tenderness in the region of the gallbladder,
and when roentgenologic study gives no indication of

disease of the stomach, duo-

Fig. 1.—a, site for incision in gallbladder in the region with
least blood supply; b, gauze applied to prevent contact of bile with
adjacent peritoneum.

denum or appendix, but
suggests involvement of the
gallbladder, we are reason-
ably sure of the ground on
which we stand. In these
cases, doubt is removed by
the very evident pathologic
changes revealed on open-
ing the abdomen. The insti-
tution of appropriate surgi-
cal measures will practically
always cure these patients,
or, at least, afford a consid-
erable degree of relief.

As C. H. Mayo 1 has re-

cently pointed out, however,
such cases as these repre-
sent the terminal stages of
gallbladder disease. This
author stresses the impor-
tance of earlier diagnosis
and operative interference,
so that our patients may be
saved from the crippling
local lesions as well as the
danger of involvement of
other organs. This advice
is sound, but the attempt to
follow it introduces actual
difficulties for the diagnos¬
tician, and potential dan¬
gers for the patient.

The early detection of
these cases is possible from
the clinical history. Though
physical and roentgen-ray

examinations are negative, if the patient states that he
has suffered from dyspepsia, when he complains of
epigastric fulness after eating, associated with frequent
eructations of gas, there is strong likelihood of the
existence of a cholecystitis, provided careful examina¬
tion fails to reveal the presence of disease elesewhere.

Believing that the patient is suffering from chole¬
cystitis, surgeons recommend either cholecystostomy
for drainage, or else the removal of the gallbladder.
The attempt has been made elsewhere to point out the
evil consequences2 which are prone to follow the

Read before the Southern Surgical Association, Pinehurst, N. C.,
Dec. 15, 1921.

1. Mayo, C. H.: Cholecystostomy versus Cholecystectomy, Collected
Papers of the Mayo Clinic 7:256, 1915.

2. Willis, A. M.: Some Problems in Connection with the Surgeryof the Biliary Tract, Ann. Surg. 75: 196 (Feb.) 1922.
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former of these procedures in the cases of slight dis¬
ease of the gallbladder, the resulting infection and
adhesions rendering the patient's condition worse than
it was before operation. On the other hand, are we not
becoming a little overenthusiastic in regard to removal
of the gallbladder? The results which have followed
cholecystectomy with omission of drainage are cer¬
tainly good, but it would seem wiser to reserve this
operation for cases in which we are reasonably certain
that the organ is diseased. If we are to believe this is
the case in spite of the fact that both inspection and
palpation of the inner and outer walls are negative, the
gallbladder occupies a unique position, for no other
abdominal organ may be diseased to such an extent as
to render its removal necessary without giving evidence
of such involvement.

Earlier in my experience,
simple cholecystitis was
rather infrequently recog¬
nized. In a series of 549
cases in which operation
was performed prior to
1918 because of supposed
gallbladder disease, 86 per
cent, of the patients showed
the presence of calculi,
while only 14 per cent, were
instances of noncalculous
cholecystitis. Impressed by
the fact that I had, appar¬
ently, been derelict in my
duty toward the patients, I
made the attempt to in¬
crease the proportion of
cases in which the diagno¬
sis was made in the precal-
culous stage. This attempt
has been so far successful
that in a series of a hundred
cases in which operation
was performed during the
last two years, stones were
absent in 25 per cent. The
sense of gratification which
might be expected to follow
this apparent increase in di¬
agnostic skill is lessened,
however, by the results of
microscopic examination of
the gallbladders, or sections,
removed at operation. Ten
of these gallbladders, or 40

Fig. 2.—Introduction of ( ) trocar-aspirator: (b) irrigator-aspirator.

per cent, of those which did not contain stones but were
operated on because they were considered diseased,
showed no histologie changes that could be considered
pathologic. In other words, in the eagerness to fore¬
stall the streptococci, it would appear that a considerable
number of normal gallbladders have been operated on,
largely because the former owners gave a history of
definite digestive disturbances, accompanied by epigas¬tric fulness and gaseous eructations.

In a recent paper by Jacobson,3 it is stated that of
365 patients with cholecystitis operated on at the Peter
Brent Brigham Hospital, in only fifty instances (13.7
per cent.) were stones absent from the gallbladder or
ducts. Of these fifty patients, sixteen were found to

3. Jacobson, Conrad: Gallbladder Disease: A Statistical Study, Arch.Surg. 1:310 (Sept.) 1920.

have normal gallbladders when the organ was exam¬
ined histologically, so that in this institution approxi¬
mately one patient out of every three subjected to
cholecystectomy for "simple cholecystitis" parted with
a normal gallbladder, the failure of patients to obtain
relief following the operation confirming the belief that
the diagnosis of cholecystitis was a faulty one.

In increasing the proportion of cases of noncalculous
cholecystitis in my series as compared to Jacobson's,
the proportion of incorrect diagnoses has been raised
from 32 to 40 per cent. When we encounter reports of
series in which almost 40 per cent.* of the patients sub¬
jected to cholecystectomy were supposed to be suffer¬
ing from noncalculous cholecystitis, one cannot forbear
speculating as to how many normal gallbladders were

sacrificed.
  addition to these bor¬

derline cases of cholecysti¬
tis, there are others in
which we should hesitate to
decide on the employment
of radical measures. It is
with some trepidation that
I acknowledge a faith in the
existence of the "silent"
gallstone.5 Possibly because
of an increase in the amount
of cholesterin or a decrease
in the solvent power of the
bile for this substance, it
would seem conceivable, at
least, that sterile calculi
could be formed in the gall¬
bladder. Even though we
accept the view that all
biliary calculi arise as the
result of infection, is it not
possible that the infectious
process in the gallbladder
which gave rise to the stones
might eventually be over¬
come, and the calculi re¬
main as "tombstones" of
the dead bacteria? On the
strength of postmortem ex¬
aminations, the incidence of
gallstones is placed as high
as 12 per cent, in persons
dying from all causes, and
yet we know that not even
a small fraction of 12 per
cent, of the population ever

suffers from symptoms severe enough to necessitate
seeking surgical treatment. Every abdominal sur¬
geon has discovered calculi in the gallbladder of
patients who gave no history of gallbladder disease and
who were operated on for disease in other organs in no
way connected with the gallbladder. W. J. Mayo5
reports that in 1,244 cases of women operated on for
uterine myomas at the Mayo Clinic, ninety-two (7.1
per cent.) showed the presence of biliary calculi; while
in patients operated on for various gynecologic lesions,
Peterson 6 encountered gallstones in 12.5 per cent. I

4. Mayo, C. H.: Cholecystectomy with Modified Drainage, Collected
Papers of the Mayo Clinic 12:119, 1920.

5. Mayo, W. J.: "Innocent" Gallstones a Myth, J. A. M. A. 56:
1021 (April 8) 1911.

6. Peterson, R.: Gallstones during the Course of One Thousand and
Sixty-Six Abdominal Sections for Pelvic Disease, Surg., Gynec. & Obst.
20:284, 1915.
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am convinced that many of these patients suffer from
symptoms so slight as to be unrecognizable, and that
in a certain proportion the presence of the calculi will
cause no serious disturbance. If we accept this view,
are we justified in drainage of the gallbladder after
accidental discovery of the gallstones ? The realization
that this course will result in the formation of dense,
crippling adhesions in many instances, producing very
definite symptoms, is certainly reason for hesitation.
On the other hand, should the apparently normal gall¬
bladder be removed? Though it has been claimed that
removal of the gallbladder does not lead to any dis¬
turbance, it has not been proved to be free from exert¬
ing any detrimental action. Most truthfully has it been
said : "Uncertainty as to function and confidence in
readjustment are, at best,
questionable motives for
adventures in ablation." 7

Is there no middle course
that may be followed in
these cases? Because of a

history suggesting cholecys¬
titis, or because of the acci¬
dental discovery of gall¬
stones, are we compelled to
subject the patient either to
the chance of an accentua¬
tion of his discomfort or to
a loss of a normal organ?
It has seemed to me that in
the ideal cholecystotomy,
with the omission of drain¬
age, such a middle course is
to be found. This opera¬
tion was first performed
at a time when diagnostic
methods were crude and op¬
erative technic was poorly
developed ; and because the
results obtained under those
conditions were poor is no

justification for the almost
universal condemnation of
the operation that is now
encountered. Though the
literature abounds with re¬

ports, proving, according to
the bias of the operator, the
superiority of cholecystos-
tomy or of cholecystectomy,
I am unaware of a single
recent series of cases in

Ftg. 3.—First sutures (a) include muscular and submucous
coats; b, closing visceral peritoneum; c, final appearance of closed
gallbladder.

which cholecystotomy was used with disastrous results.
The objections that may be advanced against

cholecystotomy are: (1) a failure to cure the disease;
or (2) damage from escape of bile into the peritoneal
cavity.

It has been pointed out that, with the use of existing
methods, a certain proportion of the patients operated
on for gallbladder disease in reality have normal gall¬
bladders; therefore, the drainage or removal of the
gallbladder would not effect a cure. Cholecystotomy,
however, would allow an internal exploration of the
organ in these suspected cases. If, externally and
internally, the gallbladder gave no signs of disease, no

matter how much "dyspepsia" the patient had suffered

7. The Functions of the Gallbladder and the Bile Ducts, editorial,
J. A. M. A. 77: 1738 (Nov. 26) 1921.

from, it scarcely seems that there is ground for more
radical measures. On the other hand, if we accept the
view that sterile, symptomless gallstones may exist, it
would indeed seem possible that they might be removed
and the gallbladder incision afterward closed tightly,
thus accomplishing a cure with as much certainty as
would be the case after cholecystectomy.

As to the second point, namely, the possibility of the
escape of bile into the peritoneal cavity, the danger is
more fancied than real. In the first place, with the
technic to be illustrated, there is no reason why bile
should escape. Bile pressure, either as a result of the
secretory activity of the hepatic cells or the contractile
power of the gallbladder, is low : so low that there is
no danger of leakage through a properly sutured

wound, provided no foreign
body, such as a drain, be
placed in contact with the
suture line. Even though
a small amount of bile did
escape into the peritoneal
cavity, no serious harm
would ensue. I have found
that, in dogs, making an in¬
cision into the gallbladder
several times larger than
the diameter of the com¬
mon duct not only is sur¬

vived, but examining the
peritoneal cavity several
weeks afterward fails to
show any effects, except
the presence of adhesions
in the vicinity of the gall¬
bladder.

Not only is the freedom
from danger of cholecystot¬
omy demonstrable by ani¬
mal experimentation, but
the opportunity to use the
operation clinically has oc¬
curred in a few cases, and
the results obtained here
have still further con¬
vinced me that there is a
definite field of usefulness
for this procedure. In the
present state of our knowl¬
edge, it would seem that this
operation is definitely indi¬
cated, first, for the purpose
of exploration in those cases

in which there exists more than a possibility that we
are dealing with a normal gallbladder, and, secondly, to
remove the danger of future trouble when calculi are

present as sterile foreign bodies in a gallbladder free
from pathologic changes.

TECHNIC
In performing the operation of cholecystotomy in

the cases in which it is indicated, it is scarcely necessary
to emphasize the importance of careful technic. Three
points deserve especial mention: (1) the avoidance of
unnecessary trauma to the gallbladder; (2) protection
of the adjacent peritoneum from contact with the con¬
centrated and, possibly, infected bile; (3) tight closure.

Seizing the gallbladder .with clamps injures the wall
and will inevitably interfere with healing; the organ
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must be handled with the utmost care. Packing gauze
around the gallbladder, according to Moynihan's sug¬
gestion, preliminary to opening it (Fig. lb) prevents
soiling the peritoneum with bile. A trocar is then
thrust through the wall (Fig. 2 a) and the bile removed
as thoroughly as possible. Next, the opening in the
gallbladder is enlarged and the irrigator-aspirator
introduced (Fig. 2 b), the gallbladder being carefully
irrigated with isotonic saline solution. The gallbladder
is then carefully inspected, internally as well as

externally, and any calculi that may be present are
removed.

It has been found that the use of a lens giving a

magnification of ten diameters is a great assistance in
the internal inspection, bringing out detail that could
not be detected by the unaided eye.

In closing the gallbladder incision, a small curved
intestinal needle and No. 0 to No. 1 plain catgut are

employed. The first line of sutures includes the mus¬
cular and submucous coats, but does not penetrate
the mucosa or the visceral peritoneum (Fig. 3 a).
Finally, the edges of the peritoneal coat of the gall¬
bladder are brought together by a stitch which occa¬
sionally dips down to include the muscular coat, thus
eliminating dead space (Fig. 3 b).

DERMATITIS HERPETIFORMIS IN
CHILDREN

REPORT OF TWO CASES

EDWARD A. OLIVER, M.D.
Attending Dermatologist, Children's Memorial Hospital

CHICAGO
AND

CHARLES J. ELDRIDGE, M.D.
KANSAS CITY, MO.

Dermatitis herpetiformis is a somewhat uncommon
cutaneous disease characterized by the presence of an

eruption of vesicles, papules, bullae or pustules, occur-
ring in groups and usually accompanied by intense itch-
ing and burning sensations.

The disease is often ushered in with a sense of
chilliness, some fever, and a feeling of malaise. The
eruption, which may be any of the types mentioned,
is almost always symmetrically distributed, is grouped,
and occurs in successive attacks with periods of par-
tial or complete remission. The lesions of one attack
may be of one type, or at least one type may pre-dominate, and in the next recurrence they may present
an altogether different aspect.

The symptoms consist of intense itching, burning or

pricking sensations, and are virtually always present.
These are most marked at the beginning of an attack,
and are relieved on rupture of the lesions. In long
continued cases, the lesions are found on special areas,
such as the elbows, the lumbosacral region, the popliteal
spaces, the trochanteric regions and about the scapu¬
lae. The lesions occur in successive groups, and their
grouping is characteristic. The general health is well
preserved, even in cases of long duration.

Dermatitis herpetiformis in children is not at all
common. McLeod1 states that in 11,000 cases of
cutaneous diseases admitted to the Victoria Hospital
for Children, there were only three cases of derma¬
titis herpetiformis.

1. McLeod: Diseases of the Skin, New York, Paul C. Hoeber, 1921,
p.886.

In 1907, Knowles2 reviewed the literature and
reported a case in a girl, aged 6 years. He found
at that time fifty-seven reported cases by forty-one
different authors. The disease as it occurs in children,
Knowles concludes, shows four distinct differences
from the adult type. Itching is not so marked as in
adult cases, the multiformity of the eruption is absent,
grouping is found but seldom, and pigmentation as a

sequel is present in less than a quarter of the cases.
Both of our cases, however, showed marked itching,
and distinct grouping. The multiformity was not
marked ; and, while there was some pigmentation, it
was not very noticeable.

REPORT OF CASES
The first case described is interesting because of the

age of the patient, its widespread character, and its
response to treatment.

W. K., a boy, aged 18 months, was brought to the outpatient
department of the Children's Memorial Hospital, May 4, 1921,
with a widespread bullous and papulovesicular eruption.
There was little in the paternal or maternal history of impor¬
tance except that the mother had always been of a nervous
temperament. The patient was the fourth child. Two others
were living and well ; one died of pneumonia. The mother
suffered a severe attack of influenza in March, 1919, while
carrying the child, but recovered and was delivered at term
without instruments after a two hours' labor.

At birth, the child weighed 8 pounds (3.4 kg.). He was
breast fed for the first two months, and then breast fed with
supplementary feedings until he was 11 months old. At that
time he was put on a general diet. He had his first teeth
at 6 months, and walked at 10Vi months. Until the last year
he had had no contagious disease. In the summer of 1921 he
had whooping cough. He had never been vaccinated, had
always slept poorly, and had always been extremely nervous
and irritable. The present illness began about Feb. 1, 1921.
At that time a small bulla developed on the chin. It was
treated locally, and in a few days disappeared. The first
week in March, small pea sized bullae appeared on the calves
of the legs. A day later, similar lesions appeared on the
extensor surfaces of the arms. The disease in this way kept
appearing, until three weeks later it had extended over both
legs up as far as the loins, over the back, both arms, scalp
and face. This attack lasted three or four weeks, and then
cleared up.

April 20, the disease again recurred on the same sites, and
the child was brought to the dispensary, April 27. When
examined, the child appeared extremely nervous and restless.
His legs, arms, hands and feet were covered with a bullous
and papulovesicular eruption that was pruritic. The predom¬
inating lesion was a bulla, the size of a bean. These bullae
were tense and distended for the most part, but numbers of
them had ruptured, and the broken lesions were covered with
scabs.

The other lesion seen was papulovesicular, and was the size
of a split pea. Both the anterior and the posterior surfaces
of the legs and arms were the seat of most of the eruption,
though numerous lesions were present on the hands and feet,
in groups on the back, abdomen and chest, and in places on
the face, about the mouth, ears and scalp. The grouping was
best seen on the back, abdomen and chest. There were also
seen crusts, excoriations and areas of pigmentation, the seat
of former lesions. A tentative diagnosis of dermatitis herpeti-
formis was made, and liquor potassii arsenitis (Fowler's solu¬
tion), 1 minim (0.06 c.c.) three times daily, increasing the
dosage 1 minim daily, with a soothing lotion externally, was
prescribed for him. The patient returned two weeks later
with the greater part of his eruption gone.

A general physical examination revealed the head sym¬
metrical and the fontanels closed. The pupils were equal, and
reacted to light and accommodation. There was no nystagmus
or strabismus. There was a slight purulent discharge from
the nose and left ear. The tonsils were enlarged and ragged.

2. Knowles: J. Cutan. Dis. 25:247, 1907.

Downloaded From: http://jama.jamanetwork.com/ by a Florida International University Medical Library User  on 06/17/2015


